Puerile acronyms
Despite concern that emails pertaining to NICEBAPS might promptly end up in junk folders, it is with a tinge of guilty pleasure that the acronym stuck. However, with National Training Numbers becoming a thing of the past, it is destined to have a short history. Our concern was to ensure that a regular, free regional training day for intensive care medicine enthusiasts would not be similarly short-lived. This day was organised by trainees to address their own training needs in intensive care. The feedback received afterwards showed unanimous support for arranging more of the same.
The day
The response to our initial low-key advertising was extraordinary. All places were taken within a month of being advertised, two months before the actual event. We were disappointed that we had to deny people spaces to comply with the venue fire regulations. This emphasises the demand for training and education, and highlighted the value of what we are trying to achieve. It was an exciting but nervous drive down the M5 on a beautiful spring morning hoping that we could deliver what people wanted.
Standing ovations
We are indebted to our speakers. All were hugely enthusiastic and made extraordinary efforts to come to the meeting for no reward other than to share their expertise and knowledge with us. We encouraged everyone to stand while applauding to welcome and thank them for their time and efforts. A few were taken aback. Several laughed. One raised both hands above his head and basked in the applause like a triumphant Euro 2008 striker.
How to prepare and how not to prepare for the DICM
First off, Dr Aidan Marsh gave a brilliant overview of the work needed to successfully prepare for the UK Diploma in Intensive Care Medicine. He discussed the panic of submitting abstracts on time, the inevitable rejections and the set backs. You had a real sense of the huge effort required to develop a position of expertise. He described the necessity for developing the right questions and researching how the literature answers these questions. All are important skills in practising modern day evidence-based intensive care. Then there is the viva. There is currently no formal course available to prepare for this exam. Dr Marsh recommended resources and techniques to help. The exam is becoming more popular and it is probably only a matter of time before it is regarded as mandatory validation of training in critical care. The current pass rate is over 80% which is allegedly reassuring. The speaker shared his understandable anxiety of being in that bottom 20%. He deservedly passed on his first attempt.
Acute hepatic failure -"Every unit has a story"
Dr Nick Murphy came from the Queen Elizabeth Hospital general and hepatic intensive care unit in Birmingham to talk to us about acute liver failure and managing patients, with appropriate specialist help and advice, on our units. He described what fulminant hepatic failure is (and what it isn't) and spoke of the epidemiology and aetiology in both the developed and developing world. It was a helpful, informative and enjoyable overview of managing these patients. We took home the message that paracetamol, even if administered as per manufacturer' s instructions, is not always a benign drug, and that every patient transferred with early hepatic encephalopathy should be intubated and ventilated. Allegedly every hepatic intensive care unit has stories of patients being lost in shopping centres and suburbs having assaulted the transferring staff. The image is almost comical without the insight that it could be happening to you.
Paediatric intensive care in the non-specialist centre -"The right sized tubes in the right holes"
Dr James Fraser, paediatric intensivist from Bristol Children' s Hospital, was next, offering what one attendee described as "the best teaching I have ever had." He described five common paediatric emergencies which present to non-specialist critical care teams and the current evidence-based management pertaining to each. Some of the key messages during this exceptional talk included: • Give fluids aggressively in sepsis but cautiously in ketoacidotic coma. • Beware dynamic hyperinflation when ventilating asthmatics. • 'Warm' drowning victims of cardiorespiratory arrest have a terrible prognosis and the burden of surviving the initial insult is extraordinary if there is a prolonged down-time. • Non-accidental injury in children is everyone' s responsibility.
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Medical microbiology in the intensive care unit -"No, my child did not draw this"
Dr David Hill, consultant microbiologist from Musgrove Park, gave an entertaining and refreshing overview of the classification of bacteria and the current 'hot topic' of extended-spectrum beta-lactamase producing organisms that are emerging with current antimicrobial practice. His lovingly designed aide memoires were certainly memorable.
Organ donation -when all else fails
Mr Andrew Broderick, transplant coordinator for the southwest of England, shared his expertise and training with an overview of organ donation. He prompted us to follow best practice, to always consider the appropriateness of donation and to involve his team early. There is good that can come from tragedy. It was interesting to hear that it is now illegal for families to refuse organ donation from any appropriate patient whom has volunteered to be on the register.
Malaria in the intensive care unit
Commander Stuart Dickson, having helped organise the event, nobly volunteered to fill the space unavoidably vacated by a key speaker with only 48 hours notice. His excellent presentation on the critical care of falciparum malaria was very much appreciated and well received. With an increasingly migrant population it is inevitable that more and more people will be presenting with this life-threatening illness. It is imperative to suspect and confirm the diagnosis appropriately, provide excellent supportive care, treat with quinine and ensure the blood sugar does not fall too low. His first hand images made for some fascinating viewing.
The IBTICM and the future of training -moving goal posts (to better stadiums)
Dr Andy Daykin, the chair of national Regional Advisors in IBTICM and our southwest Regional Advisor, described the intercollegiate board and his role therein. Intensive care seems to be following the path of pain medicine, anaesthetics and emergency medicine in breaking away from its parent college to become an entity within itself. This transition will introduce new training pathways specific to intensive care medicine without a parent specialty. Current training requirements were discussed, but they will inevitably change. Dr Daykin has championed several training paths for accreditation in ICM, and will doubtless continue to do so as the situation evolves. Improving the structure, ensuring sound validation and bringing intensive care training in line with ever-evolving national structures is very much a work-in-progress. We were asked for continued patience and support during these tricky times.
The European Diploma in Intensive Care Medicine -"Nobody really knows what to expect"
Dr Carolyn Warr, having recently passed the European diploma in intensive care medicine (EDICM), spoke on the subject.
There is no thesis for the European exam. The first part is a multiple choice paper timetabled prior to the annual congress of the European society. The second part of the exam, the clinical exam, is currently less standardised. Ward rounds, short cases, long cases, vivas, one-to-one or four-to-one interviews are all considered fair game. The standard required to pass is commonly quoted as "that expected from any intensive care registrar able to lead a ward round." The online educational resources at CoBaTrICE, available via the society web page, are excellent, as is the PACT interactive learning package (if a little expensive). Dr Warr advised researching the location of your clinical exam to get some clues as to the nature of your likely cases. Finding out about how the exam works and how best to prepare is difficult. The talk, from this perspective and many others, was very useful.
Preparing for the consultant interviewthe end game
Dr Ben Walton, a recently-appointed consultant in Intensive Care Medicine at Frenchay hospital, shared with us his experience in applying for his consultant job in a dynamic and inspiring talk. No stone was left unturned in his quest for the job of his dreams and what he described as a race against hordes of "high-achieving, type-A personalities." His advice is summarised: when you know what you want tell everyone; work on creating the bullet-proof CV; book your annual leave around the interview; immediately arrange an appointment to meet with the chief executive; glean every ounce of information about your trust and interview panel and use it to your advantage. There is little you can do about the stellar candidate but there is plenty you can do to prepare yourself.
And so, till next time
We thank our speakers, all of whom so willingly volunteered their time to support our training and made organising the day a pleasure. Importantly also, huge thanks to all who enthusiastically supported our meeting by coming to Taunton to listen and learn. The day would mean nothing without you. We hope to have inspired and that our trainee meetings will go from strength to strength. NICEBAPS? Lovely.
We have no known conflicting interests. Lunch for all attendees at the meeting was sponsored by Lilly. Intersurgical, GSK, Pfizer and Pulsion all contributed to SODIT (Society Of Devon Intensive Therapists) to reimburse speakers' expenses. 
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